Erosive pustular dermatosis (EPD) is a cutaneous inflammatory condition, characterized by chronically non-healing lesions with sterile pustules and hyperkeratotic crusted erosions. Although rare, severe cases have been referred by dermatologists to plastic surgeons for management. The aim of this paper was to describe the presentation and management of extensive EPD as well as a review of current literature on this rare condition.
A case of presumed EPD of twelve years duration was presented. Extensive nature of the disease in a man with background history of chronic regional pain syndrome necessitated referral to plastic surgery service from dermatology. This challenging case involved a malnourished patient with extensive area of his upper limb skin affected by hyperkeratotic crusting erosions with surrounding atrophic changes and joint contractures. After initial debridement and tissue biopsy to exclude malignancy, patient was kept inpatient for daily dressing changes and topical potent corticosteroid application with support of anaesthetic service. Significant improvement of the condition was evident with serial photographic documentation records.
Erosive pustular dermatosis, although rarely referred to plastic surgery, should be considered in the differential diagnosis of a nonhealing wound. It should resolve readily with extended course of topical potent corticosteroid therapy.
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Patient and Methods
A 61-year-old, right-hand-dominant ex-salesman had a history of previous trauma to right hand approximately 20 years ago, resulting in ray amputation of his right ring finger and subsequent proximal inter-phalangeal joint of his right middle finger in 2002. This was complicated by development of chronic CRPS affecting the majority of the right hand and forearm. These areas had subsequently developed extensive hyperkeratotic crusting erosions involving almost entire right dorsal hand, forearm extending to elbow joint and distal arm, with surrounding atrophic skin changes and fixed joint contractures ( Figure 1 ). There was a possible history of self-rubbing/ irritating the skin (which the patient himself vehemently denied).
His general practitioner had managed this man in the community with antibiotics for extended period with minimal improvement, until recent referral in 2013 to dermatologist who considered this to be a form of EPD. He had since been referred to the regional Plastic Surgery service for debridement and tissue biopsy as well as subsequent daily dressing and topical corticosteroid application (Dermol TM , Clobetasol propionate 0.05% cream, Mylan New Zealand Ltd), due to his background of CRPS precluding this being done as an office procedure.
Multi-disciplinary inputs (e.g. the anaesthetists and pain service, psychologist, physiotherapists, dietitian, plastic surgeons and nurses) received during inpatient stay (Hutt Hospital, Wellington, New Zealand) for 20 days before discharging to regional centre where topical treatment continued and followed up by dermatology. Histology excluded invasive malignancy and was consistent with clinical diagnosis of EPD.
Informed consent was obtained from this patient for publication of the case and the use of clinical photographs taken intra-operatively.
Results
Significant improvement of the condition was evident with serial photographic documentation records (Figure 2 and Figure 3 ) whilst the patient was inpatient. After discharge from hospital, however, the patient was found to be non-compliant with the daily topical steroid treatment prescribed and subsequently had developed relapse.
Introduction
Erosive pustular dermatosis (EPD) is a cutaneous inflammatory condition, characterized by chronically non-healing lesions with sterile pustules and hyperkeratotic crusted erosions. Extensive or infected disease may result in significant scarring and contracture. Although relatively rare, severe cases have been referred by dermatologists to plastic surgeons for management.
Less than 200 cases have been reported in literature since late 1970s, when it was first described, with most cases involving the scalp with actinic changes or the legs with venous insufficiency [1] [2] [3] . We describe here a case of presumed EPD involving the majority of
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• EPD of the scalp is a condition reported mostly in elderly patients who have had prolonged sun exposure, triggered by a local trauma such as injury, skin cancer, surgery, etc [2, 4, 5] .
• EPD of the leg has been described as a rare form in patients with longstanding venous insufficiency and stasis skin changes [6, 7] .
Clinical features of EPD are erythematous, pustular lesions

Discussion
EPD is a relatively under-diagnosed cutaneous inflammatory disease of unknown aetiology. Since its first description in the late 1970s [1, 2] , there are only approximately 160 cases reported in the literature. It has been described to mostly affect either the scalp or the leg. with crusted erosions. Histology usually shows non-specific chronic inflammation with neutrophilic infiltration, as is shown in our case. The usual misdiagnoses are infection or malignancy. These EPD skin lesions are almost always resistant to local or systemic antibiotic treatment, but the condition usually responds to potent topical steroid agents (though relapse is possible) [2, 5, [8] [9] [10] .
Recently EPD has been described in patients with non-healing burn wounds [8, 10] . It, however, has never been reported in the setting of atrophic skin changes relating to CRPS which is not an uncommon entity amongst patients of the plastic/hand surgeons.
Our original case has demonstrated some characteristic clinical and histo-pathological features suggestive of EPD, and other dermatological diagnoses have been excluded by histo-clinical correlation. We speculate that the sensory and atrophic skin changes associated with CRPS may be prone to irritants and thus resulting in development of this chronic disabling condition. The history of possible self-rubbing/irritating the already sensitive skin may also be related.
Although a challenging case at time, our patient's condition had responded well to an extended course of topical corticosteroid treatment whilst inpatient. It also had demonstrated the likelihood of disease relapse if non-compliant to prescribed treatment. Multidisciplinary team inputs are the key in the management of these patients.
Conclusion
Erosive pustular dermatosis, although rarely referred to plastic surgery, should be considered in the differential diagnosis of a nonhealing wound. It should resolve readily with extended course of topical potent corticosteroid therapy. Patients should be informed regarding the importance of treatment compliance and the potential for relapse.
